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dissecting aneurysm and, eventually, of a rupture. The aortic cusps,
often two in number, become thickened and sometimes incompetent.
The cerebral arteries are sclerotic and occasionally the seat of minute
aneurysrns, so-called congenital aneurysms, liable to rupture. An infective
process may originate at the site of stenosis as a vegetative aortitis
leading to rnycotic aneurysrn of the aorta or to septic embolism.
Blood reaches the descending aorta by anastomoses which develop
between branches of the subctavian arteries and branches of the aorta
distal to the stenosis. The principal anastomoses are as follows:
(i) between the highest (superior) intercostal branches of the subclavians
and the first aortic intercostals within the chest; (ii) between the scapular
branches of the subclavians and the upper aortic intercostals on the
thoracic wall; and (iii) between the internal mammary arteries and the
epigastric branches of the external iliacs in the abdominal wall. These
collateral pathways form tortuous and dilated arteries, which may be
visible and palpable on the back and abdominal wall and may erode
the ribs.
Clinical picture
The condition may remain entirely latent, but symptoms commonly
develop during early or middle adult life and occasionally in childhood.
The symptoms may be those of increasing cardiac weakness, terminating
in congestive failure, or those of hypertension and peripheral vascular
disturbance. Palpitation, throbbing of the neck vessels, fullness in the
head, and epistaxis are common, and occasionally the lower limbs are
cold or weak, but true claudication is exceptional. The innominate and
subclavian arteries are dilated and may pulsate excessively at the root
of the neck. The radial pulse is full, the artery hard, and the blood-
pressure raised, being usually 150 to 200 mm. Hg systolic, sometimes
higher. In contrast, the femoral pulse is small and appears to be delayed,
or it may be impalpable.
The heart may remain normal in size, but there is usually moderate
enlargement to the left, and the impulse is forcible. A systolic murmur
at the base is the rule, and sometimes a late systolic murmur is audible
along the borders of the sternum over the dilated internal mammary
arteries and also in the interscapular region posteriorly. Signs of a
dilated ascending aorta, such as pulsation to the right of the sternum
and a ringing second sound, often occur, and in older patients aortic
regurgitation is common. The collateral vessels may be seen or palpated
in the interscapular region, over the scapulae, or on the anterior
abdominal \vall They may vary from time to time and are best seen
after exertion. In a few cases the collateral vessels are mainly within
the thorax and are not found externally.
X-ray examination may show enlargement of the heart to the left,
dilatation of the ascending aorta, absence or abnormality of the aortic
knob, and characteristic erosion of the ribs (see Fig. 28). The last named,
first described by Rosier (1928), consists of small notches or serrations